A 32-year-old man presented with a seven-year history of abdominal pain exacerbated by high-fibre foods such as fruits and vegetables. Several hours after ingestion, the patient would experience sharp, cramping, epigastric pain and bloating that would last several hours. He would restrict himself to a clear fluid diet, which resolved the obstructive symptoms. Over the years, he managed to minimize his symptoms by remaining on a low-fibre diet. He produced two well-formed bowel movements per day throughout this time. While he experienced some weight loss early in his clinical course, his weight had been stable at 77.1 kg over the past two years while on his modified diet. His medical history was significant for a cholecystectomy. He denied lifetime nonsteroidal anti-inflammatory drug (NSAID) use. His physical examination was normal.
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The patient underwent a small bowel follow-through study that showed no evidence of focal stricturing. An abdominal computed tomography scan showed prominent fluid-filled loops of small bowel, but no evidence of obstruction. Upper endoscopy demonstrated no abnormality. Terminal ileal biopsies taken during a routine colonoscopy showed mild ileal inflammation that was not characteristic of Crohn's disease. An enteroscopy to the jejunum showed no abnormality. A small bowel capsule study revealed a pinpoint opening in the bowel beyond which the capsule did not advance -despite being in the gastrointestinal tract for several hours (Figure 1) .
The patient agreed to laparotomy to treat the stricture and remove the capsule. On surgical visualization, multiple areas of dilated small bowel loops extending from the jejunum to the distal ileum were seen. An enterotomy at the location of the capsule revealed an obvious web that was excised surgically with cautery and closed using the Heineke-Mikulicz strictureplasty technique. This web would not have been identified without the presence of the stalled capsule. Evaluation of the small bowel revealed multiple areas that were suspicious for webs. At laparotomy, multiple webs were not expected and, thus, a decision was made to close the abdomen and pursue endoscopic therapy.
Biopsies of the web confirmed normal mucosa, with no evidence of inflammation or malignancy. Attempts to dilate the webs with single-and double-balloon enteroscopy, performed several weeks later, were unsuccessful.
Finally, repeat laparotomy with intraoperative endoscopy was performed. A pediatric colonoscope was passed through a mid small bowel enterotomy. Five distal webs and one proximal web were balloon dilated with a controlled radial expansion, wire-guided, 18 mm to 20 mm esophageal/pyloric/colonic (Figure 2) . Endoscopically, there were at least 20 webs through which the colonoscope could pass and were left undisturbed (Figure 3) . The entire small bowel was evaluated during the procedure.
Following the procedure, the patient was started on a diet of clear fluids and then advanced to a regular diet that was well tolerated. At six months follow-up, there were no further episodes of obstruction.
DisCUssion
Mechanical small bowel obstruction may be caused by lesions intrinsic to the intestinal wall. These lesions may be the result of congenital, inflammatory, neoplastic or traumatic etiologies. Adenocarcinoma, Crohn's disease, intramural hemorrhage and intussusception are common causes of intrinsic intestinal obstruction and must be considered in the differential examination (1). Intestinal webs are a rare cause of bowel obstruction.
NSAID use is associated with the development of diaphragmor web-like strictures in the small bowel (2) . NSAIDs alter enterocyte permeability and inhibit the production of protective prostaglandins, thus leading to mucosal ulceration in the small bowel (2) . Diaphragm formation is hypothesized to be the result of pathological progression of circumferential ulceration caused by NSAID use (3). The patient described in the present report denied NSAID use.
Congenital webs causing intestinal obstruction are encountered in the pediatric population. Jejunoileal obstruction is the result of intrauterine ischemic injury and may occur anywhere between the ligament of Treitz and the ileocecal valve (4). Twenty per cent of these atresias are a result of intraluminal diaphragms or webs that narrow the lumen but maintain communication between the proximal and distal segments of bowel (5) . Reports of congenital intestinal webs in adults are exceedingly rare (6) . A congenital etiology may be considered in our patient given the duration of his symptoms and the normal mucosa seen on pathology. There is one other case reported in the literature with similar presentation of which we are aware (7) . Webs have become more apparent with the advent of capsule endoscopy (8, 9) . Webs are often missed on barium studies because they are thin, with barium pooling on either side, obscuring the defect. Capsule endoscopy typically reveals the web. While the capsule does not usually cause obstruction at the web site, it can remain stalled there.
The unusual, longstanding duration of symptoms at presentation and uncertain etiology of intestinal webs in our patient made the present case interesting. Webs must be considered in the differential diagnosis of chronic, intermittent, small bowel obstruction, particularly in patients with a history of NSAID use. 
